definite signs of increased intracranitl pressure. These cases, 236 in number, aged between 2 and 6 years usually, had been decompressed; twenty died and thirteen showed no improvement, but the results in the others were stated to have been very satisfactory both physically and mentally.
Mr. W. ROWLEY BRISTOW said that he agreed with Mr. Bankart in the main, and pointed out that he was the first among the orthopaedic surgeons in London to popularize Stoffel's operation. He said that in his experience it was always safe to divide completely both branches of the obturator nerve, and that he himself preferred to divide it above the foramen by the extraperitoneal route. He suggested that the division of some nerves-for example, the superior gluteal-was not always very easy, particularly in a fat subject. He further pointed out that it was unwise in the present state of knowledge to make definite statements about individual nerve division, as the whole subject was still fairly recent, and the results largely depended upon the experience of the individual surgeon. Because a man was overcoming a spastic equinus to-day by elongating the tendo Achillis, it did not necessarily follow that he would be wise in continuing this if he found that division of the tract in the internal popliteal nerve gave as good, or better, result. He thought that more investigation was required, and expressed himself as very hopeful of the results of this operation, which he regarded as being of wide application. Dr. A. FEILING said he would discuss the subject briefly from the neurologist's point of view. He had had the privilege of seeing some of Mr. Bankart's cases, and Mr. Bankart had operated on cases for him. He was glad to hear that the majority of opinions seemed to condemn Foerster's operation for the relief of spastic paralysis in children. The results he had seen were very disappointing, and entirely out of proportion to the severity of the operation. Hence Stoffel's operation, as described by the opener of the discussion, was to be welcomed. He was sorry that Mr. Bankart had not included for consideration other forms of spastic paralysis besides the cerebral palsies of children, for in selected cases he felt sure that there was a field for usefulness for the Stoffel operation. In selecting cases, however, for this form of treatment two important principles should be borne in mind. First, the diagnosis must be clear both as to the pathological cause of the disease as well as of the anatomical site of the lesion. And, secondly, the lesion must not be a progressive one. He concluded by briefly describing a case of spastic paraplegia in an adult female, the subject of the chronic spinal type of disseminated sclerosis, in whom Mr. Bankart had brought about very considerable relief by means of carefully designed operations on the peripheral nerves. In this case, from being bedridden with the legs in a state of spasmodic flexion, the patient had been provided with two straight legs, stiff it was true in extension, but capable of serving as useful props.
Mr. R. C. ELMSLIE pointed out the necessity for accurate diagnosis before operating, as he had operated, naturally without benefit, upon two cases of congenital syphilis. Since then he had had the Wassermann reaction performed upon all cases.
He thought it would be a mistake to scrap the old operation, especially in the case of the calf muscles, on account of the difficulty of judging the proportion of the nerve to exsect. He asked whether flexion at the hip and knee were not interrelated, and what could be done for contracture of the psoas. He advocated re-education after Stoffel's operation.
Mr. NAUGHTON DUNN said that they were apparently all agreed that the most effective operative treatment to overcome spastic deformities was by direct operation on the muscles or their motor nerves. About the same time as Stoffel was doing his original work he had operated on a series of cases of spasmodic flat foot by crushing the motor nerve branches of the peroneal muscles. The results were excellent in that the patient walked early without splintage, and during temporary paralysis of the peroneal muscles the invertors of the foot had an opportunity of developing and restoring the arch. In spastic paralysis, however, the problem was complicated, as Dr. Riddoch had pointed out, by the fact that the extensors of the limb were, in the severer cases, also in a state of hypertonus, and their range of voluntary control was limited. He could hardly believe that Mr. Bankart would dispense with splintage and re-education in these cases. The main point he wished to emphasize was that the prognosis in spastic paralysis depended on the degree of voluntary control of the limb rather than on the particular operation performed to overcome the spasm of the muscles responsible for the deformity. The other point to which he wished to draw attention was the fact that occasionally flexion of the knee and equinus deformity of the foot might be secondary to simple adductor spasm. This could be demonstrated by seating the child on a table and observing that voluntary extension of the knee and dorsiflexion of the foot were present. In these cases the knee flexion and the equinus were assumed by the child in order to make locomotion possible in the presence of adductor spasm, so that only operation to overcome the latter was necessary. Mr. Bankart had given a careful and interesting review of the treatment of a very difficult type of case.
Mr. P. JENNER VERRALL said he had had good results from Stoffel's operation in the legs of spastic children, but not in the arms of adults. He had successfully treated flexion at the hip by section of the psoas at its insertion, leaving the iliacus intact.
Mr. BANKART (in reply)
said that Dr. Riddoch was talking of recoverable lesions, while he (the speaker) had devoted his paper to permanent conditions in which contracture would recur, even after prolonged splintage, as soon as the splints were removed. He agreed that Stoffel was not the first to divide the obturator nerve for adductor spasm, but he was the first to formulate a definite plan of treatment by neurectomy for spastic paralysis, and it was the best treatment that had yet been devised for physiological contracture. When there was anatomical shortening the muscle must be attacked directly, and he sometimes combined this measure with nerve section. In the actual section of the nerve there was a tendency to do too little rather than too much. He divided both divisions of the obdurator nerve in the thigh, and personally was disinclined to perform
